physiological arousal and no disruption. It is difficult, moreover, to see what conclusions the authors have drawn from their observations of the children's behaviour. In order to appreciate the value of the investigation, it would be important to know if the authors have observed the following points.
(I) Did they distinguish between the children's experience of anxiety and their disruptive behaviour?
(2) Have the authors any data which have established that their behavioural observations (assessed on a four-point scale) could distinguish between disturbed and less-disturbed children. Do their observational assessment techniques have discriminant validity?
(3) Do the observational procedures have sufficiently high reliability, freedom from random errors-of measurement, to make them adequate to assess disturbed behaviour?
(4) Do these procedures have high inter-observer reliability? Would other observers, acting independently, obtain the same estimates of disruption/anxiety in the children as those reported?
It is necessary in work of this kind to report statistical data (Guilford 1956) to support these points. These practices have been established for many years in behavioural research because clinicians do disagree among themselves about their assessments of behaviour. Also one clinician's opinion may be as good or as bad as another's, regardless of experience.
(5) Do the authors have evidence that the clinician was blind to the gases received by the children? A colleague at the Royal Dental Hospital, using oxygen-nitrous oxide or air administered in an identical fashion by an assistant, was always able to appreciate which gas the patients were breathing. The concentration of nitrous oxide was 50% on average. Thus; double-blind concealment may be difficult to achieve.
(6) Did the authors record the clinician's behaviour? We have observed that, even in double-blind studies, the clinician is in a position to support his patients as they show distress (Lindsay & Roberts 1979 , 1980 . If that distress is evident early in treatment, he may compensate for ineffective sedation. Also, in a double-blind trial sedation may not be more effective than a placebo if it is delivered without conviction by the clinician (Fisher et al, 1964) . Only by monitoring the clinician's behaviour can the effect of nitrous oxide itself be adequately evaluated.
(7) How disturbed were the children? Were they very nervous? Howitt & Stricker (1965) have shown that behaviour management procedures which are effective with mildly anxious children may not work with very distressed children.
(8) Did the authors use only t tests on their data?
If so, they would have spuriously increased the chances ofobtaining significant results (Lindquhist 1953) . It would be important, therefore, to see an analysis of variance of the data. It would be gratifying to know if the authors have observed the above points. If they have done so, they have made an important contribution to the management of very nervous patients in dentistry. '." CardijJCF44XN Dear Sir, Mr Rennie (September 1979 Journal, p 654) presents a most interesting account of sigmoid volvulus from a high incidence area, and discusses the problems of management under conditions in poorer countries. He also points out that sigmoid volvulus differs in many respects from those cases seen in the West, yet it is not generally realized how fundamental are those differences.
Yours
The pathology of sigmoid volvulus is rarely dealt with in detail in surgical textbooks which generally describe the pattern reported from high incidence areas -a long thin-walled loop with a narrow mesentery at its neck, which readily undergoes sufficient twisting to lead to gangrene.
The condition in Western countries could not be more different -basically it is better regarded as an idiopathic megarectum extending proximally into the colon, complicated almost inadvertently by twisting as the massive loop falls down under gravity, usually only through 180 0 or so. The mesentery is not particularly narrow at its base, and the classical 'white streaks' faithfully and graphically described in surgical textbooks are present in so many normal people that they are clearly of no diagnostic significance.
The enormous hypertrophy of the colorectal musculature makes tight twistingall but impossible and the sigmoid vessels are consequently greatly enlarged and thick-walled.These changes account for the limited degree of the volvulus and the chronic, intermittent nature of the attacks, as well as the rarity of gangrene and the safety of rectal deflation. Likewise, the megarectum makes some form of primary anastomosis an easy, safe and satisfactory procedure.
Why such fundamental differences in the condition should exist is intriguing. That they do exist is important to the surgical trainees whooften deal with these cases, since rational management follows from an appreciation of the pathology (Hughes L E, 1969, MedicalJournal ofAustralia 1, 268-272) . Only through such an appreciation is it possible to choose a logical plan of management fromthe verylargenumber of proceduresdescribed for this condition. I would like to alert clinicians about the use of intravenous propranolol in tricyclic antidepressant (TCA) poisoning. In serious overdose of TCA, myocardial depression is marked and therefore will invariably be worsened by propranolol (Ah· mad 1979) . Increased hypotension, cardiac arrest and sudden death have been reponed immediately after intravenous propranolol(Freeman et 01. 1969 , Freeman & Loughhead 1973 . The useof lidocaine must be discouraged because it depresses cardiac contractility. Although this cardiac depressant is less than that of TCA, the two are synergistic (Langsletet 01. 1971). It isalso pertinentto mention that disopyramide, procainamide and quinidine are contraindicated in this context because these drugs havethe same actions asTCA and, therefore, further depress both conduction and myocardial contractility.
probably the best treatment for cardiovascular complications is alkalinization of the blood (Brown et al. 1973) . The recommended method is with sodium bicarbonate I to 3 mEq{kg, but sodium lactate may also be used. Sodium bicarbonate increases the plasma protein binding of TCA, thereby decreasing the pharmacologically active (unbound) TCA. I was disappointed to note that alkali was never used in the treatment regimes reviewed by Crome and Newman. As they emphasize, respiratory acidosis of hypoventilation is very common and further aggravates the risk of cardiotoxity. Therefore, the importance of good ventilation and alkalinization can never be stressed enough. Bretylium tosylate deserves a mention here. I have used this drug and found it very helpful in the management of ventricular fibrillation succeeding ventricular tachycardia. Although the mechanism of action of bretylium duplicates TCA's adrenergic stimulant effects, there is no myocardial depression and bretylium is the only available antiarrhythmic drug which does not decrease cardiac output (Koch-Weser 1979) . Further assessment seemswarranted.
Finally, I wouldlike to emphasize the efficacy of dobutamine in the management of hypotension in TCA poisoning. Dobutamine, like dopamine and isoprenaline, increases myocardial oxygen consumption by augmenting cardiac contractility, but has a lesser effect on heart rate. It significantly increases cardiac output and lowers pulmonary capillary wedge pressure. Isoproterenol has great inotropic efficacy but its administration involvesa considerable risk of cardiac arrhythmias. I strongly believe that dobutamine fulfils a need in the treatment of hypotension in tricyclic poisoning because it does not have the chronotropic or vasodepressor actions of dopamine or the arrhythmogenicpotential ofanyof theseagents. Moreover, dobutamine has an immediate onset but a brief duration of action that makes possible titration of the desired amount of inotropic effect by control· ling the rate of the intravenous infusion (Tuttle & M ills 1975) . Yours sincerely SAEED AHMAD 2SOctober 1979 
